Objective: This study explores unrecognised symptoms related to post-traumatic stress disorder (PTSD) in individuals with a range of psychiatric disorders in the absence of traumatic events. We also examine the association between PTSD symptoms, social interaction with peers and therapeutic alliance with mental health professionals.
Introduction
Post-traumatic stress disorder (PTSD) is a common psychiatric disorder, occurring after a traumatic event of significant severity to cause pervasive distress in almost anyone. 1 It is characterised by persistent reliving of the stressor in the form of intrusive flashbacks, vivid memories or recurrent dreams, or experiencing distress on exposure to circumstances resembling or associated with the stressor. In addition, individuals prefer to avoid circumstances associated with the stressor and exhibit symptoms of increased physiological arousal (e.g. hypervigilance, exaggerated startle response) and may be unable to recall some aspects related to the stressor. PTSD may follow a protracted course, 2 with significant deleterious effects on the individuals' quality of life. 3 The presence of 'a specific traumatic event' is currently essential for a diagnosis of PTSD. 1, 4 However, some have challenged this requirement because conditions such as long-term or terminal illness are associated with symptoms similar to those that occur in PTSD. 4, 5 If a traumatic event is not the individuals' presenting complaint or is not specifically enquired about during the initial patient assessment; a diagnosis of PTSD is frequently not elicited by the clinician. 6, 7 Most research in PTSD continues to be based solely on individuals who present following traumatic events, 8 however PTSD is significantly more prevalent in those who fulfil diagnostic criteria for other DSM-IV diagnostic disorders. 9, 10 The increased rate of PTSD in individuals with other psychiatric disorders suggests a multifaceted causal relationship between PTSD and these conditions. 11 For example, individuals with psychiatric disorders are more likely to be interpersonally victimised, 12 which may increase their vulnerability and likelihood of developing PTSD. Furthermore, a diagnosis of PTSD is associated with symptoms such as hypervigilance, persistent disturbing memories, anger and mistrust, which can impact negatively on the relationship with mental health professionnals. 13, 14 In addition, when PTSD is not diagnosed and treated appropriately, other co-morbid psychiatric conditions may be affected; with increased symptom severity, a greater risk of relapse, and increased social isolation. 10, 15, 16 In this study, we aimed to assess symptoms of PTSD when 'a traumatic event' was not the presenting problem. We wanted to explore the frequency of unrecognised PTSD symptoms in a cohort of consecutively referred patients, diagnosed with other psychiatric disorders who did not present with or report exposure to traumatic events and who did not have a previous diagnosis of PTSD. We further wanted to ascertain if symptoms of PTSD, either alone or in conjunction with other psychiatric pathology, would have a negative impact on social isolation and treatment alliance with mental health professionals.
Method
Subjects: Subjects included 162 consecutively received new referrals to the department of psychology, adult mental health services, Roscommon between September 2008 and September 2010. All 162 individuals were adults (>18 years of age) without an intellectual disability (Intelligence Quotient > 70) and included both in-patients and out-patients. All were referred by consultant general adult psychiatrists attached to the department of psychiatry, Roscommon County Hospital for diagnostic assessment or psychological treatment. Each individual referred had received a diagnosis using ICD-10 diagnostic criteria by a consultant general adult psychiatrist. Thirteen individuals did not attend and four individuals had a diagnosis of PTSD or were referred for assessment after a traumatic event and thus were excluded from the study.
Of the remaining 145 individuals, 120 individuals completed the MMPI-2 in entirety (answered 567 items) and were included in the study. Nine individuals refused to have the MMPI-2 administered and 16 individuals failed to complete the entire assessment. Informed verbal consent was obtained during the administration of MMPI-2 as part of their initial psychological assessment. Ethical approval was attained from the ethics committee of Roscommon County Hospital.
Demographic data including age, gender, employment and relationship status was collected from the client dossiers, with diagnostic information attained from the treating general adult psychiatrist.
Instruments

Minnesota Multiphasic Personality Inventory -2 (MMPI-2)
The MMPI-2 is a broadband inventory devised to measure a number of key elements of personality and assess psychological disorders. The MMPI was originally developed in 1943, with the revised version (MMPI-2) published in 1989, based on a larger and more racially and culturally diverse normative community comparison group. The MMPI-2 includes four validity scales, nine basic clinical scales (Hypochondriasis (Hs), Depression (D), Hysteria (Hy), Psychopathic Deviate (Pd), Masculine and Feminine (Mf), Paranoia (Pa), Psychasthenia (Pt), Schizophrenia (Sc), Mania (Ma)) and a Social Introversion scale (Si). The MMPI-2 can contribute in the assessment of psychiatric disorders in a wide variety of clinical settings with the scales providing symptom related information that can be used as an adjunct but not solely for the diagnosis of psychiatric disorders. 17 In addition, numerous content and supplementary scales have been developed, including the Posttraumatic disorder Scale (PK), which is widely utilised for clinical and research purposes. 18 These sub-scales possess external validity, 19 and are recognised as being valid in describing and predicting personality variables. 20 We previously have utilised the MMPI-2 as a psychometric tool both alone and in conjunction with the schema mode inventory (SMI) for the assessment of psychiatric symptoms in individuals with a large range of mental health disorders in a number of studies carried out in Ireland. [22] [23] [24] 2. MMPI Post-Traumatic Stress disorder scale (PK) The PK sub-scale was developed in 1984 for the assessment of PTSD symptoms and was developed after contrasting war veteran groups with and without a diagnosis of PTSD. 21 It has been shown to be highly sensitive (82%) in diagnosing individuals with PTSD. 25 The items on the PK scale assess re-experiencing symptoms ("once in a while I think of things too bad to talk about," "I have nightmares every few nights"), effortful avoidance ("I am so touchy on some subjects that I can't talk about them"), and hyperarousal ("At times I feel like smashing things"). It also assesses worry, anxiety, depression, guilt, sleep disturbance and unwanted and disturbing thoughts. Caution has been suggested in utilising this scale for the diagnosis of PTSD particularly as it does not specifically assess traumatic events, 26 however the PK scale has been shown to differentiate PTSD from other psychiatric disorders, 26 and its diagnostic utility is particularly applicable for individuals requiring treatment for PTSD. 27, 28 Furthermore, the MMPI-PK scale has demonstrated good sensitivity in the classification of individuals with disorder, 29 and has shown superior validity in the prediction of PTSD compared to other clinical scales such as the Restructured Clinical Scale (RCS) and Clinical Scale (CS). 30 A strong correlation (r=0.77) has been demonstrated between the PTSD Checklist (PCL) and PK scale of the MMPI-2. 31 In this study, we utilised the MMPI-PK scale to examine individuals with symptoms of PTSD rather than ascertain a diagnosis of PTSD as we only assessed individuals who did not report traumatic events. Whilst the MMPI-PK scale has demonstrated good sensitivity in the classification of individuals with PTSD, 29 we believe that care should be utilised in the interpretation of scores above the threshold for PTSD on this scale, as a range of related anxiety conditions including adjustment disorders and acute stress disorders could potentially be present rather than PTSD.
MMPI-Negative Treatment Indicators (TRT)
This scale assesses negative attitude towards doctors and other mental health professionals. High scores indicate that individuals have difficulty discussing their issues with health professionals, are resistant to change, and preferentially avoid rather than face crises. 17 
Analysis
All MMPI-2 answer sheets were hand scored. Statistical analysis was performed using the Statistical Package for Social Sciences 15.0 for Windows (SPSS Inc., Chicago, Illinois, and USA). We utilised the student-t test for parametric data and the Chi Square (x2) test for non-parametric data where appropriate. We used the Pearson's Product Moment Correlation (r) to determine the correlation between the MMPI-2 clinical scales and the Si, PK and TRT scales.
Results
Demographic data is detailed in Table 1 . There were equal numbers of males and females in the study and both genders were of similar age (the mean age of females was 35 (SD=10) and the mean age of males was 34 (SD=12)). The most common diagnoses in order of frequency were recurrent depressive disorder (n=45), dependence on, or harmful use of, alcohol (n=30) and anxiety disorders (n=24).
In Table 2 , we present MMPI-2 data for the group as a whole, and also for individuals with recurrent depressive disorder, dependence or harmful use of alcohol, and anxiety disorders. MMPI-2 scores above the threshold indicative of psychopathology included Depression (D), Paranoia (Pa) and Post-Traumatic Stress disorder (PK) for the entire group; D, Pa, Social Introversion (Si) and PK for individuals with recurrent depressive disorder; D, Pa and PK for individuals with dependence or harmful use of alcohol and D for individuals with anxiety disorders. In the entire group, 79 individuals (65.83%) scored above the threshold on the PK scale for PTSD. Thirty-two individuals (71.11%) with recurrent depressive disorder, 16 individuals (53.37%) with dependence or harmful use of alcohol and 15 individuals (62.5%) with anxiety disorders similarly scored above the threshold for PTSD on the PK scale.
In Table 3 , we present correlation data between the MMPI-2 clinical scales and the Si, PK and Negative Treatment Indicators (TRT) scales. A significant positive correlation (p < 0.001) was found between the PK scale and all clinical scales of MMPI (except Hypomania (Ma)), the Si and TRT scales. The PK scale showed most correlation with the Psychasthenia (Pt), Schizophrenia (Sc) and TRT scales. A significant positive correlation (p < 0.001) was demonstrated between the Si scale and all clinical scales of the MMPI-2 (except Hypomania (Ma)), the PK scale and the TRT scale. This correlation was greatest for the Psychasthenia (Pt) and Depression (D) scale. The TRT scale showed most correlation with the PK and Pt scales, but was significantly positively correlated with all scales except the Masculinity -Femininity (MF) scale. On examining partial correlations between the PK and TRT scales, a significant but lower positive correlation remained (r=0.253, p=0.008) when controlling for all clinical scales and the social introversion scale. The Sc and Pt scales contributed most significantly to this reduction in correlation between the PK and TRT scales. Findings for the three diagnostic sub-groups (recurrent depressive disorder, dependence or harmful use of alcohol and anxiety disorders) were virtually identical to those presented for the entire group.
Discussion
Symptoms of PTSD were present at high rates (66% of individuals) in a clinical population with a range of psychiatric disorders including schizophrenia, bipolar disorder, recurrent depressive disorder, dependence or harmful use of alcohol and anxiety disorders (general anxiety disorder, panic disorder and obsessivecompulsive disorder) despite these individuals previously not being diagnosed with PTSD. Our studies confirm previous reports that PTSD symptoms may be over-looked in individuals with other psychiatric disorders when trauma is not the presenting complaint. 6, 7 Social introversion was significantly positively correlated with symptoms of PTSD. This correlation was similar to that seen with depression, schizophrenia and psychasthenia and was greater than all other clinical disorders, suggesting that PTSD symptoms may be associated with significant social isolation from one's peers. A negative treatment alliance was correlated to a greater extent with PTSD symptoms than with symptoms of other clinical disorders, suggesting that the presence of PTSD may have significant deleterious effects for therapeutic rapport with mental health professionals. Other conditions, in particular psychasthenia and schizophrenia, also had significant negative effects on treatment alliance. In addition to the significant morbidity that is associated with PTSD, these findings suggest that individuals may be slow to look for or accept treatment for their PTSD symptoms.
There are a number of limitations with this study. Firstly some caution should be exercised in interpreting that a high score on the PK scale of the MMPI-2 is definitively associated with a diagnosis of PTSD. Nevertheless, this scale has proven validity and reliability for measuring PTSD symptoms. However, several anxiety conditions such as adjustment disorders, and acute stress disorder have symptoms similar to PTSD, and in the absence of traumatic events, it is possible that the MMPI-PK scale is not alone in measuring symptoms of PTSD but is also measuring symptoms from these conditions. Furthermore, individuals in withdrawal states from psycho-active substances and individuals with depression may also have some symptoms that may be elucidated by the PK scale. Secondly, all individuals were diagnosed with ICD-10 criteria after lengthy and in most cases several interviews with consultant general adult psychiatrists, however no formal diagnostic schedules, such as the Structured Clinical Interview for DSM-IV (SCID) were utilised in this study. Thirdly, it should be remembered that 34% of individuals in this study, scored below the cut-off for PTSD using the PK scale of the MMPI-2, and that scores below the cut-off, even if high, may indicate general distress rather than PTSD symptom severity. 32 Fourthly, although no individuals reported traumatic events during their interviews with their clinical team, it is possible that a number of individuals had experienced traumatic events but not revealed this to their treating clinician. Lastly, and most pertinently, a large set of correlational analyses were undertaken and results of such analysis should be interpreted with caution. In particular, some scale items share items which may give falsely high correlations between scales and this may be of particular relevance to the PK and Pt scales of the MMPI-2 and may explain some of the high correlation noted in this study between these scales.
Conclusion
In individuals fulfilling diagnostic criteria for a range of psychiatric disorders, we found that 66% of individuals scored above the threshold on the PK scale of the MMPI-2, despite not presenting with a traumatic event or previously having a diagnosis of PTSD. This suggests that many individuals have symptoms of PTSD or similar anxiety conditions (adjustment disorders/acute stress disorders) and we suggest that individuals referred for psychological assessment, should be investigated for possible symptoms of PTSD even if a traumatic event is not the presenting problem. This will help the treating team to both understand the patients' difficulties and optimise their management plan.
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